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M Current NCDs (Non-Communicable Disease) Situation and Challenges
NCDs such as cardiovascular diseases, cancers, diabetes, and chronic respiratory diseases, have become a major health issue worldwide. According
to statistics from the World Health Organization, 39.5 million people died due to NCDs in 2015, accounting for approximately 70% of all causes of

mortality. The fact that three in four of those deaths occurred in low- to middle-income countries is also an urgent global health issue.

Even in developed countries including Japan, a scattering of issues remains:

e Healthcare systems are unprepared to respond to changes in disease structure due to increases in NCDs (E.g. the necessity for proactive patient
self-management and for the creation of policy development systems that further acknowledge patient voices and perspectives on outcomes)

e While innovative medications and medical devices are being continually created within the field of NCDs, cost rebalancing and healthcare system
sustainability are also necessary

e Civil society leaders who understand the greater understanding of the broader value of innovation in the field of NCDs as well as the overall
healthcare system and can share and communicate that value are in demand

e There is little recognition of the fact that NCDs are a global health issue (E.g. the necessity of sharing lessons learned and best practices between

developed and emerging markets, and the need for financial support from the global society)

Amidst these challenges, momentum is also mounting internationally for NCD agenda advocacy, and voices are being raised by the NCD Alliance, a
collaborative platform established in 2009 and participated in by approximately 2000 civic society organizations and academic associations that has
expanded to around 170 countries. At the General Assembly of the United Nations in September 2018, another High-Level Meeting focusing on the
theme of NCDs will be held, as has been done since 2014 (Health and Global Policy Institute (HGPI), registered as a Japan's official NCD Alliance

point-of-contact, is promoting this momentum).

B Overview of the NCD Global Forum for Civil Society
In order to confront the current situation and its aforementioned issues, HGPI will hold global forums within each therapeutic area to crystalize
policy issues from patients’ perspectives, to propose necessary policies, and to bring together multi-stakeholders such as industry, academia, policy

makers, and civil society including patient leaders from both inside and outside Japan to amass discussion on a level playing field.

HGPI will work toward constructing a patient-centered healthcare system, taking an active role in planning from the points of view of patients and
will unearth civil society leaders able to disseminate policy issues who are additionally able to appreciate the value of innovation, are globally-

minded, and who understand the standpoint of global health.

To that end, at this first session focusing on diabetes, workshops and an opinion exchange were held for patient leaders along with a global forum,

and international civil society leaders took part in the workshops and opinion exchange, invigorating the discussions.
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NCD Global Forum for Civil Society Diabetes Session
Patient Leader Workshops

Date & Time : Tuesday, May 29, 2018, 9:30-11:30

Venue : International House of Japan, Rooms 3 & 4

Co-organizers : Health and Global Policy Institute (HGPI)

Kanja (Patient) Speakers Bank (KSB)
Japan Chronic Disease Self-Management Association (J-CDSMA)
Partnership to Fight Chronic Disease (PFCD)

Participants: Patient leaders, next-generation patient leaders, patient leaders from abroad, academia, members of industry, etc.

Program

09:30-09:40

09:40-09:50

09:50-11:05

11:05-11:15

11:15-11:25

11:25-11:30

Opening Remarks * Introduction

Keynote Address:
Achieving Health Policies to Reflect the Patient Voice -Perspectives from the HIV Contaminated Blood Incident

Hiroki Takeda (Executive Director, Japan Chronic Disease Self-Management Association (J-CDSMA))

Small Group Workshops * Discussions
The Next Move in Diabetes Policy, with Patients’ Concerns as the Starting Point,

Considered by Multi-stakeholders

Small Group Presentations

Comments from Patient Leaders from Abroad as well as from Other Treatment Areas

Summary ° Closing
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NCD Global Forum for Civil Society Diabetes Session
Open Forum

Date & Time : Tuesday, May 29, 2018, 13:00-17:00

Venue : International House of Japan, Iwasaki Koyata Memorial Hall

Organizers : Health and Global Policy Institute (HGPI)

Co-organizer: National Graduate Institute for Policy Studies (GRIPS)

Participants: Patient leaders, healthcare policy experts, ministry officials, industry leaders, etc.

Program:

13:00-13:05

13:05-13:15

13:15-13:25

13:25-13:45

13:45-14:05

14:15-15:45

(In no particular order/ Honorifics and titles omitted)

Welcoming Remarks (pre-recorded)
Kiyoshi Kurokawa (Chairman, HGPI)

Report from Patient Leader Workshops and Opinion Exchange

Hiroki Takeda (Executive Director, Japan Chronic Disease Self-Management Association (J-CDSMA))

Keynote Address 1: Diabetes Policy in MHLW
Masakazu Aihara (Deputy Director, Health Service Division, Health Service Bureau, Ministry of Health, Labour and Welfare (MHLW))

Keynote Address 2: Japan’s Diabetes Care and Policy Issues
Kojiro Ueki (Director, Diabetes Research Center, Research Institute, National Center for Global Health and Medicine (NCGM))

Special Session: Global Cooperation on NCDs Beginning with Diabetes

Kenneth Thorpe (Chairman, Partnership to Fight Chronic Disease (PFCD))

Panel Discussion:

Global Trends and Future Outlook of Patient-Centered Diabetes Care and Management in the Community

Panelists:

Kojiro Ueki (Director, Diabetes Research Center, Research Institute, National Center for Global Health and Medicine (NCGM))
Ole Mglskov Bech (President and Representative Director, Novo Nordisk Japan Ltd.)

Cristina Parsons Perez (Capacity Development Director, NCD Alliance)

Kenneth Thorpe (Chairman, PFCD)

Kensuke Nose (Co-Representative, Patient Organization MYSTAR-JAPAN)

Yusuke Yamazaki (Certified Diabetes Nurse Specialist, Hiroshima City Asa Citizens Hospital)

Moderator:

Ryoji Noritake (President, HGPI)
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NCD Global Forum for Civil Society Diabetes Session
Patient Leader Workshops
Keynote Address: Achieving Health Policies to Reflect the Patient Voice
-Perspectives from the HIV Contaminated Blood Incident
Hiroki Takeda (Executive Director, Japan Chronic Disease Self-Management Association (J-CDSMA))

@ In the early 1980's, HIV, the virus which causes AIDS, contaminated unheated blood clotting factor concentrates derived from overseas (United
States) plasma. Without the appropriate safety measures in place, around 1,400 of Japan's 5,000 hemophiliacs became infected with HIV, more
than 700 of whom have since passed away. From 1994 to 1996 in particular, the death toll hit its peak, annually claiming around 60 lives. In 1989,
those affected filed lawsuits against the Japanese government and pharmaceutical companies in the district courts of both Tokyo and Osaka, and
in 1996 a settlement was reached, fully acknowledging the responsibility of the defendants for damages. Within the conditions of the settlement,
the government promised permanent compensatory measures, and to date, the government has upheld these conditions and has continued to
regularly consult with the victims.

@ rollowing the settlement, according to the victims’ demands, the government worked to improve the healthcare system, including the
establishment and maintenance of 8 regional AIDS Clinical Centers (ACCs) focused on AIDS treatment and R&D. The government also
implemented policies based on patients’” demands to address the issue of drug lag, establishing an expedited approval process for antiretroviral
therapies approved overseas, and in 1999, the annual death toll fell to 10. These policies not only saved lives but also laid the foundation for
overall HIV care while contributing to the creation of a system that enabled the patient's voice to influence health policies.

@ Since then, as a result of unheated blood products, there have been additional issues associated with HIV/HCV co-infected cases as well as long-
term medical treatments, but those affected have regularly consulted with the government, providing life-saving requests that have been
incorporated into health policies.

@ Communicating the issues faced by patients to the government in such a way enabled patients to truly to get involved in their medical care and

enact changes in the realm of policy.

Workshop: "The Next Move in Diabetes Policy,
with Patients' Concerns as the Starting Point, Considered by Multi-stakeholders"

Patients, medical professionals, academia, and industry gathered to participate in multi-stakeholder discussions that involved patient leaders.
Participants were divided into four groups. The patient leader in each group shared his or her issues and concerns of living daily life with diabetes.

Lively discussions were held and opinions exchanged on possible solutions.

<Group 1>

@ In order to enable diabetes patients to receive appropriate treatment from primary care physicians, thorough diabetes education is necessary for
these physicians as well as systems such as those for facilitating the process of referring diabetes patients to specialists. When patients are seeing
multiple healthcare providers, information needs to be smoothly exchanged among those providers.

@ Due to prejudice and embarrassment associated with their condition, some diabetes patients feel uncomfortable opening up to others about the
fact that they are diabetic. As a result, efforts and campaigns are needed to eliminate the stigma surrounding diabetes and foster an accurate
understanding of diabetes by society as a whole.

@ One anticipated example aimed at promoting the prevention of diabetes is the expansion of insurance coverage to include blood glucose
monitoring devices.

@ Since people are naturally tempted to purchase the snacks and sweets displayed near the cash registers in convenience stores and supermarkets,
it may be beneficial to develop mechanisms that provide monetary incentives to retailers for taking active steps toward health promotion such as

displaying healthy instead of unhealthy snacks near cash registers.
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<Group 2>

@ There is the desire among diabetes patients to make the transition from living as “a sick person in the acute stage who is undergoing treatment”
(someone suffering from an illness), to “a patient in the chronic stage who is continuing treatment “(someone with an illness), and finally to “a
person who is living daily life on their own terms, regardless of their illness.” But when physicians emphasize the treatment of “sick people” or
“patients,” it is a challenge for them to satisfy the needs of diabetes patients who are striving to live their lives to the fullest. Due to the possibility
that long-term care workers and non-physician providers (NPPs) can intervene at various stages to meet the diverse needs of diabetes patients,
their scopes of practice are likely to expand.

@ In the realm of diabetes in-home care, long-term care workers and medical professionals assist with the self-administration of insulin in cases
where nurses or physicians determine that safety can be assured. Carefully investigating actual situations such as these could clarify the roles
required from long-term care workers and medical professionals, potentially leading to the expansion of their scopes of practice and serving as
precedent for possible developments not only in relation to diabetes but also within other disease areas.

@ In terms of new systems for diabetes prevention and early detection, not only system enforcement, but also verification of system effectiveness
and the process of ongoing system improvement is necessary.

@ To further improve diabetes policies, patients need to maintain a sense of prioritization, rather than asking for every desired effort and support.
<Group 3>

@ Since diabetes can lead to a variety of complications including retinopathy, nephropathy, and neuropathy; coordination is necessary among
medical specialties. One example is the fact that ophthalmology lacks coordination with other specialties. Active use of the newest technologies is
expected, including technologies that enable the facile exchange of electronic medical records (EMRs).

@ People with low health literacy, unable to understand how to interpret their medical exam results, end up seeking treatment late or are hesitant
to seek treatment at all due to the negative image of diabetes. Therefore, efforts are needed to improve health literacy including the
dissemination of accurate information by the media.

@ Increased spending on diabetes prevention is expected to reduce the medical costs associated with the progression of the disease. Thus efforts
should be actively taken to address not only treatment but also prevention.

@ Pharmaceutical companies possess a wealth of information related to their own products. In order to improve patient health literacy,
pharmaceutical companies should consider systems or frameworks that enable the direct provision of pharmaceutical product information to

patients.

<Group 4>

@ There are concerns that inpatient diabetes education is too short and intense for patients to keep up with the material. Thus, revision of the
educational content as well as the system itself should be considered.

@ From the perspective of patients, one crucial element of a “trustworthy physician,” in addition to cooperation with other specialists, is
cooperation with their local communities. To increase the number of such physicians, networks need to be established that link physicians to their
local communities.

@ To achieve personalized, life-stage- and lifestyle-specific diabetes treatment, patients must actively participate as members of the healthcare
team, rather than entirely relying on medical professionals.

@ Businesses need to thoroughly implement regular employee health exams in order to avoid overlooking cases of diabetes. It is expected that this
would enable early diabetes detection and treatment, thus decreasing medical expenditures due to disease progression.

@ Some diabetes patients avoid receiving regular employee health exams due to fears of whether diabetes might be used as grounds for their
dismissal. Accordingly, diabetes support and understanding is essential in the workplace.

@ By allowing patients to share their struggles and concerns with others who live with the same condition, peer support lowers patient anxieties
while also raising health literacy. Thus options should be considered including the development of systems for granting subsidies to patient

organizations that conduct peer support activities.
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Comments from Patient Leaders from Abroad as well asfrom Other Treatment Areas
Cristina Parsons Perez (Capacity Development Director, NCD Alliance)

@ As a civil society organization, the NCD Alliance excels at the strategic side of advocacy, at clearly identifying the "What" (What needs to be done?)
and the "How" (How do we go about it?), but identifying and communicating the "Why" (Why do decision-makers need to take action?) continues
to pose a challenge. The voices and personal experiences of those living with or affected by NCDs are crucial for filling that gap. Patients' voices
matter.

@ Last year the NCD Alliance consulted around 2000 people living with a variety of NCD conditions across the world to identify concerns held in
common. The "asks" or recommendations that emerged during today’s workshop—the need for workplace wellness, the need for employment
protection, the need for networks and peer support, the need for self-management information and education, the need for strengthening
relationships with medical professionals, the need for subsidizing healthy foods, and the need for financial protection and medical supplies—cut

across conditions, across national borders, and across economies.

Kenneth Thorpe (Chairman, PFCD)

@ Like many countries around the world, Japan is going through a major transition in terms of the burden of disease away from CDs and toward
NCDs. To address the ongoing needs of people living with chronic health issues, a different type of payment and delivery system is necessary.
During the workshop discussions, gaps emerged in three specific policy areas:

1.  Prevention- The need for more wide-spread prevention programs (E.g. Stanford Model diabetes prevention program)

2. Detection- The need for earlier detection and treatment of diseases

3. Management- The need for different payment, financing, and delivery systems in order to effectively provide Whole Person Care to people
living with multiple chronic conditions (l.e. Community-based care teams composed of primary care physicians, nurse practitioners,

registered nurses, diabetes educators, and pharmacists as well as person-level, team-based approaches)

Yukiko Nishimura (NPO ASrid; Advocacy Service for Rare and Intractable Diseases)

@ Four main themes arose for tackling the issues that face people living with diabetes — (1) the need for a shift from treatment to prevention, (2)
the need to create integrated systems among disciplines, (3) the need to raise public awareness, and (4) the need for patient-physician
collaboration.

@ ASrid participated as a third-party focusing on people living with rare chronic conditions while supporting stakeholders. Patient organizations
became active around 1960. In 1972 Japan enacted the world's first public "Outline of Initiatives Against Rare and Intractable Diseases," but it
took another 42 years, until 2014, to establish the "Act on Medical Care and Social Support for Patients with Intractable and Rare Diseases.” In the
interim, the Rare and Intractable Disease Initiatives Committee convened in 2001, but it was composed of medical personnel and administrative
authorities, and thus the patient’s voice went unheard. In a 2009, the Japan Patient Association (JPA) released a statement that not only made
demands but also included compromises on issues such as out-of-pocket payments for treatment. As a result, the patient’s voice began to take
shape and was incorporated into the legislation of 2014. In the field of rare and intractable diseases, ASrid recognized the importance of setting
and discussing priorities in order to create value for patients--something that the legal system cannot accomplish without the patient’s voice.

@ Legislation is only the starting point. After a law is enacted, it remains necessary to continually hold discussions on the complex aspects of
application. At that stage, issues can only be raised from the side of patients. Patient-reported outcomes must be the first step toward changing
the status quo in order to address the challenges of daily life and recovery for those living with rare and intractable diseases.

@ Speaking out on issues of social welfare is possible because many activities focus on people living with or affected by rare or intractable diseases.
However, many patient organizations don't engage in efforts related to issues in which they aren't well-versed such as good treatments,
medications, and research. As a result, these areas need support.

@ This workshop illustrated the fact that although disease areas may vary, many of the issues faced are shared issues. Involved parties should widely
disseminate information on points that cut across conditions. Regardless of whether an issue will involve a stakeholder or whether it will be

patient-focused, effective and actionable problem-solving must be approached with an understanding of various viewpoints.




NCD Global Forum for Civil Society Diabetes Session
Open Forum

Welcoming Remarks (pre-recorded)
Kiyoshi Kurokawa (Chairman, HGPI)

@ HGPI has been working on a wide variety of global healthcare concerns with the aim of bringing together multi-stakeholders to shape citizen-
centered health policies through open dialogue. HGPI has also taken on the role of official point-of-contact for the NCD Alliance in Japan.

@ Tuberculosis was the leading cause of death in many parts of the world until 1960. Although living conditions have improved and measures
against communicable diseases have progressed, increases in non-communicable chronic diseases are now a major concern. This significant
paradigm shift within health policy is the clear result of technological advancement.

@ The issue of how not only medical professionals and those in government but also patients and their families should take steps to prevent and
address NCDs is global, involving not only high-income, but also low- and middle-income countries. In terms of preventive measures, citizen-
centered debate that begins with patients and families will lead to better policy options and policy-making processes as well as better clarification
of each stakeholder’s role.

@ The United Nations will hold a High Level Meeting on NCDs in September of this year. While keeping in mind the possibilities, we would like
everyone to discuss the direction in which we should currently be headed as well as how we should go about disseminating recommendations to

governments and the international community.

Report from the Patient Leader’s Workshop and Discussion
Hiroki Takeda

@ In the morning session, there was a discussion on what support could be offered by stakeholders to improve the quality of life for people living
with diabetes and help them deal with the challenges they face.
@ During that discussion, the opinion came up that we might be able to categorize people living with chronic diseases into three phases: “sick

”ou

people,” “patients,” and “people who are living with their diseases.”

1. Sick people: Mainly those experiencing the acute phase of their diseases who require many healthcare services;

2. Patients: People experiencing chronic diseases. They are in the phase of working to deepen their acceptance and knowledge about their
disease.

3. People who are living with their diseases: People at the phase of trying to continue on with their lives while living with their disease. They
are attempting to live their lives the way they want to by working to solve various issues posed by their disease, despite having difficult to
cure diseases.

@ People may transition back and forth between these phases depending on the progression of their disease. It is during the “sick people” phase
that people generally require support (healthcare and treatment) from medical staff. In moving to the “Patients,” or “People who are living with
their diseases” phases, people begin to move from needing support from medical staff to needing more peer support and community support. By
receiving support from appropriate stakeholders in line with their needs, it should be possible for people to increase their understanding of their

own situations and choose the way they want to live in the “People who are living with their diseases” phase.
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@ What kinds of challenges exist for people living with diabetes? Below are the four main issues discussed, and their countermeasures.
1.
(Issue) There is social stigma around diabetes, and society in general has a lack of knowledge about the disease.
(Countermeasure) More should be done to spread information and knowledge about diabetes to help people develop a correct understanding of
the disease.
2,
(Issue) There is a lack of collaboration between medical departments when treating diabetes, and a lack of people specializing in diabetes care.
(Countermeasure) More should be done to enhance collaborations among multiple medical departments, and to foster primary care physicians
who understand various diseases and who can collaborate with specialists.
3.
(Issue) Diabetes is expensive to treat.
(Countermeasure) More should be done to create a healthcare system that encourages preventative medical services through the provision of
service fees. It is expected that such a system could control rising healthcare costs while helping people in need of support. Furthermore, if blood
sugar tests were covered by health insurance for more people, it would be easier for people to manage their own health, and to prevent diseases
from becoming worse, thereby decreasing the financial burden placed on the healthcare system.
4,
(Issue) It is difficult for patients to find physicians they can trust with the treatment of their diabetes. Aside from doctors, other healthcare
specialist, such as nurses and pharmacists, are not active in the field of diabetes care, and there is lack of mental health support options for
patients as well.
(Countermeasure) More should be done to further cooperation with doctors who support the lives of “People who are living with their diseases,”
and to promote community-based initiatives such as peer support systems. Patients themselves should take an active role in efforts to spread
information and develop a correct understanding among medical students and society about diabetes.

®n light of these four issues and countermeasures, active discussions should be held on how the healthcare system and healthcare facilities can be
called upon to support people living with diabetes in achieving the lifestyles that they want to have, and on what support each stakeholder should

provide.

Keynote Address 1: Diabetes Policy in MHLW

Masakazu Aihara (Deputy Director, Health Service Division, Health Service Bureau, MHLW)

The Current State of Lifestyle-Related Diseases and Diabetes

@ Communicable diseases were the leading cause of death in Japan from 1950 to 1960, but due to improvements in environmental hygiene, cancers
and lifestyle-related diseases now account for around 60% of all deaths and one third of the nine trillion yen in national medical expenditures.

@ The number of people living with prediabetes has been in decline since 2007, but the number of people living with diabetes is continuing to rise.
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MHLW Initiatives Addressing Lifestyle-Related Diseases (Prevention of Both Onset and Progression)

@ In response to the fact that the number of people living with diabetes is on the rise, the MHLW has been implementing
Measures for National Health Promotion. The fourth phase of Measures for National Health Promotion was launched in 2013
and with it the second phase of the ongoing Healthy Japan 21 campaign.

@ The second phase of the Healthy Japan 21 campaign addresses the comprehensive prevention and management of diabetes by
working to target lifestyle-related risk factors such as dietary and exercise habits and by improving social environments.

@ In terms of goal-setting for diabetes, measures can be grouped into 3 stages—primary prevention (onset) measures, to catch
diabetes before it starts, secondary prevention (progression) measures, to prevent the progression of diabetes, and tertiary
prevention measures, to prevent complication-induced organ failures and to improve vital prognoses.

@ As measures in the onset prevention stage—the MHLW is implementing health and wellness initiatives, Specific Health Exams,
and Specific Health Guidance. As measures in the progression prevention stage—improvements are being made in medical care

quality and medical system organization.

Efforts to Prevent the Onset of Diabetes

@ The MHLW fosters the health awareness and increases the motivation of corporations as well as individuals. In line with the
goal of national initiatives being developed by society as a whole, the MHLW is promoting the "Smart Life Project" which
supports corporations, organizations, and local governments that undertake health and wellness initiatives.

@ Specifically, corporations that put efforts into such undertakings can receive recognition at various health-promoting events
such as the "Let's Live Longer Healthy Lives! Awards" or from the "Energetic Health Ambassador."

@ The MHLW aims to prevent lifestyle-related diseases and optimize medical expenditures by requiring Specific Health Exams

and Specific Health Guidance.

Efforts to Prevent the Progression of Diabetes

@ The progression of diabetes can lead to complications such as nephropathy, retinopathy, neuropathy, myocardial infarctions,
cerebral infarctions, and peripheral artery disease of the lower extremities.

@ In terms of transition among the main primary diseases of patients initiating dialysis, cases from chronic kidney disease are
decreasing, but cases from diabetic nephropathy remain in the lead.

@ As a result, in 2016 the MHLW, the Japan Medical Association, and the Japan Diabetes Countermeasure Promotion Council
signed a collaborative agreement on the prevention of diabetic nephropathy progression. These three parties are promoting
research for the development of diabetic nephropathy progression prevention programs and are working in cooperation with
relevant academic societies to construct guidelines that summarize Japan's grasp of the diabetes situation as well as Japan's

collaboration measures. Looking forward, it is the sincere hope of the MHLW to establish a concrete action plan for diabetes.
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Keynote Address 2: Japan’s Diabetes Care and Policy Issues
Kojiro Ueki (Director, Diabetes Research Center, Research Institute, National Center for Global Health and Medicine (NCGM))

The Current State of Diabetes

@ Based on the fact that blood glucose levels normalize with body weight reduction, the promotion of Japan's Specific Health Exams and Specific
Health Guidance has led to decreasing numbers of people who meet the criteria for prediabetes. In the case of diabetes, however, patients
cannot be deemed cured, regardless of improvements in blood glucose levels. Although increases in the number of diabetes patients have slowed
and mortality rates have fallen, as of 2016, there remains an incidence of 10 million new cases per year.

@ According to data from 2014, while the number of diabetes patients in the United States tripled from 1990 to 2010, the incidence of
complications such as myocardial infarctions, cerebral strokes, and end-stage renal failure decreased. Surveys on the causes of death in Japan
have also clearly shown that deaths due to renal disorders, ischemic heart disease, and cerebrovascular diseases are on the decline.

@ However, deaths due to cancers and communicable diseases are increasing due to the rapid aging of the population, and, especially in the case of
cancer, living with diabetes increases the risk of morbidity. In fact, when viewed by age, two-thirds of diabetes patients are ages 65 or over, and
particularly among men aged 60 and over, the proportion of diabetes patients is predicted to increase. "Treatment Guidelines for Older People
Living with Diabetes" were developed to address this issue, but the outcome evidence remains insufficient. Thus further consideration is needed

as to whether or not treatments are effective in actually extending the healthy life span of older diabetes patients.

Research on Early Treatment and Complications

@ Results from the United Kingdom Prospective Diabetes Study (UKPDS), conducted from 1998 to 2008, clearly demonstrate that blood glucose
control reduces complications in type 2 diabetes. A study was also conducted in Japan to ascertain whether or not integrated interventions
targeting blood glucose, blood pressure, and lipids could reduce cardiovascular complications in type 2 diabetes (J-DOIT3: Japan Diabetes Optimal
Integrated Treatment Study for 3 Major Risk Factors of Cardiovascular Diseases). The results clarified that while early, guideline-based treatment is
sufficiently effective for reducing complications, more intensive control can dramatically decrease the incidence of strokes and nephropathy.

@ J-DOIT3 divided participants into 2 groups—an intensive-therapy group that received integrated treatments aimed at achieving stricter blood
glucose, blood pressure, and lipid targets than those of conventional guidelines; and a conventional-treatment group that was managed according
to conventional, guideline-recommended standards. Differences in outcomes such as the incidence of complications were then compared
between these 2 groups.

@ Amidst the absence of significant variations between groups in terms of medication regimens, the results revealed that compared to the patients
in the conventional-treatment group, the patients in the intensive-therapy group showed greater improvements in lifestyle habits, and their
metabolic parameters improved more dramatically, suggesting that improvements in lifestyle contribute to improvements in risk factors.

@ Because J-DOIT3 did not include patients aged 70 and over and interventions were conducted at specialized facilities by specialized diabetes
educators and nutritionists, further investigations are needed to verify whether similar results can also be achieved by non-specialists or when
targeting older populations. Furthermore, diabetes educators and nutritionists currently cannot receive reimbursement from the public Medical
Service Fee payment system, but because they played a significant role in J-DOIT3 and also provided patients with psychological support, changes

in the Medical Service Fee payment system are anticipated.
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Research on the Use of loT in Diabetes Care

@ PRISM-J (Prevention of Worsening Diabetes through Behavioral Changes by an loT-based Self-Monitoring System in Japan) is a large-scale clinical
research project in which patients submit data via their smartphones on parameters such as activity level, blood pressure, and body weight.
Patients then receive tailored advice, and any changes in their blood glucose control are monitored. The plan is to develop a program that is
capable of providing more personalized guidance to patients by analyzing the acquired data with Al.

@ In addition, data entered into electronic medical records (EMRs) including data from lab exams and prescription information, physical exam data
such as body weight and blood pressure, and information on the pathophysiology of patients such as the presence or absence of complications is
automatically incorporated into the J-DREAMS database (Japan Diabetes compREhensive database project based on an Advanced Electronic
Medical record System or J-DREAMS Database), a patient registry managed by the NCGM's Diabetes Information Center. Etiology and
pathophysiology vary patient by patient, meaning that Japan's 10 million diabetes patients require 10 million personalized treatments. With the
creation of the J-DREAMS database, we are now at the point of trying to produce real-time guidelines such as which kinds of complications are

observed in which types of patients and which treatments can best manage those complications.

The Provision of Information in Diabetes Care

@ According to a questionnaire-based survey, patients dropped out of the J-DOIT2 (Japan Diabetes Outcome Intervention Trial 2) for reasons such as
"being unable to understand the need for treatment due to the absence of subjective symptoms" and "the fact that insulin costs money." To help
patients understand the need for treatment, and because, especially in the case of type 2 diabetes, self-management reduces dosages, the
Diabetes Research Center disseminates accurate and helpful information.

@ The Japan Diabetes Association (JDA) is also strengthening the dissemination of information to society with its "Third Strategic Diabetes Five-Year
Plan." In addition, the JDA aims to create a system that will help the patient's voice reach academic circles and to acquire research funding

commensurate with patient numbers.
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Special Session: “Global Cooperation on NCDs Beginning with Diabetes”
Kenneth Thorpe

The Mission of the PFCD

@ Educate the public about chronic disease and potential solutions for individuals and communities
@ Mobilize the public to call for change in how governments, employers, and health institutions approach chronic disease

@ Challenge policymakers on the health policy changes that are necessary to effectively fight chronic disease

The Current State of Diabetes

@ The global prevalence of diabetes, 8.5%, exceeds 420 million adults. The total burden of death from elevated blood glucose, 3.7 million people,
includes 1.5 million deaths from diabetes and an additional 2.2 million deaths from cardiovascular disease, kidney disease, and tuberculosis.

@ Rising diabetes prevalence is a global issue. Viewed by region, prevalence among adults is particularly high in the Eastern Mediterranean and the
Americas, but prevalence in Japan is also projected to rise continuously from this point forward.

@ Obesity is a key risk factor for diabetes, and rising obesity rates are a key driver of rising healthcare costs. This has been particularly clear in the
United States (U.S.), where approximately 60% of adults are overweight or obese (BMI > 25).

@ The global economic burden of diabetes, 1.32 trillion dollars in 2015, is expected to increase to 2.25 trillion dollars by 2030.

@ In terms of direct costs, diabetes is associated with significant increases in medical and social welfare expenditures due to increased rates of
complications such as loss of vision, end-stage renal disease, amputations, and cardiovascular diseases. In terms of indirect costs, the impact of
diabetes extends beyond the healthcare sector, leading to lost economic growth due to increased absenteeism and presenteeism, reductions in

employment and family income, and higher mortality.

Prevention and Management of NCDs

@ Prevention, detection, and management (delivery and payment) are the three aspects of the policy framework that address key drivers of rising
healthcare costs.

@ Providing evidence-based education and prevention programs for smoking, diet, and exercise as insured benefits will reduce the incidence and
prevalence of NCDs, curbing medical costs.

@ The Stanford HealthCare Diabetes Education and Prevention Program that originated in the private sector is being introduced into educational
settings in the U.S. by community-based organizations. Several countries around the world are considering formally integrating this program into
their health insurance models in order to ensure that the program is financed.

@ Diabetes detection, reporting, and surveillance rates must be improved. The current detection rate in the U.S. still hovers between 25 and 30%.

@ Rather than hospital-based care, team-based community care utilizing the combined skills of primary care providers and social services is
necessary for effectively meeting the needs of people living with multiple chronic conditions.

@ To provide financial incentives for team-based care, delivery and payment systems are transitioning to value-based health care and value-based

insurance. The benefits of eliminating patient cost-sharing for preventive services should also being considered.
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Panel Discussion
"Global Trends and Future Outlook of Patient-Centered Diabetes Care and Management in the Community"

Panelists:

Kojiro Ueki

Ole Mglskov Bech (President and Representative Director, Novo Nordisk Japan Ltd.)
Cristina Parsons Perez

Kenneth Thorpe

Kensuke Nose (Co-Representative, Patient Organization MYSTAR-JAPAN)

Yusuke Yamazaki (Certified Diabetes Nurse Specialist, Hiroshima City Asa Citizens Hospital)
Moderator:

Ryoji Noritake (President, HGPI)

In the morning workshop, a variety of issues were addressed from the patient's point of view. During this panel discussion, multi-stakeholders

discussed the issues and solutions surrounding diabetes from a patient-centered point of view. Discussion points included the following:

M To facilitate the planning of patient-centered diabetes programs and policies, there is a need for society as
a whole to share in the elimination of stigma and the issues surrounding patients.

For society as a whole to correctly understand diabetes and eliminate the surrounding stigma, an active approach is
necessary.

@ Individual patients and patient organizations, speaking from the standpoint of those directly affected by diabetes, should convey the positive
message that even if diagnosed, people can find ways of living normal lives, and that diabetes is not something to fear.

@ There are cases abroad of abandoning the term "lifestyle disease," due to the fact that chronic conditions are not simply caused by the lifestyle
habits of individuals. More opportunities should be created for disseminating the actual, scientific pathology of diabetes rather than turning to
simple theories of self-responsibility.

@ The development of awareness-raising activities should be promoted, beginning with "champions"-people who remain active on the front lines of

sports and culture while living with diabetes and who cooperate with governments and the media.

Beyond being able to access information that is sufficient in terms of quality and quantity, and beyond the one-way
consumption of information, it is necessary for patients to act as the starting point, putting into words and communicating
to society their awareness of the issues.

@ Immediately following a diagnosis of diabetes, thorough information needs to be provided to patients. It has become clear that treatment
outcomes are influenced by the information provided during exams as well as the quality and quantity of information that patients themselves
obtain from other channels. Systems should be established that make it possible for anyone to obtain early on a certain amount of high quality
information.

@ Stakeholder involvement in health policy is shifting from being "to the patient," to being "for-the-patient," and now "with the patient." As an
example, it is now general practice in the realm of cancer policy to include patients as members on the national and local Cancer Policy Promotion

Councils. Regardless of the disease area, in the realm of health policy, planning programs and policies alongside patients should be considered an

essential requirement.
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B There is a need to work toward the creation of healthcare systems and system management that is
premised on diversity and able to meet the needs of patients and people at risk.

In diabetes care, the question of how the condition can be managed well in daily life is very important. The needs of
individual patients vary depending on pathology as well as lifestyle and life-stage. It is therefore necessary to aim for a
health insurance system that is able to flexibly respond.

@ The length of time that physicians can spend on individual patient exams is limited. Within diabetes care, in addition to treating the condition, it is
also important to support the aspects of daily life. Therefore, non-physician practitioners (NPPs), starting with registered diabetes nurse
specialists, should also participate actively in diabetes treatment, and the design of systems that allow physicians and NPPs to receive incentives
for a variety of support should be promoted.

@ Although lumped together under the term "diabetes," necessary treatment and care vary depending on various factors such as type (I or Il),
gender, age, and environment. Systems should be designed that promote diversity in treatment and care and further the ability of patients to
receive treatment and care uniquely suited to their pathologies, lifestyles, and life stages.

@ As previously mentioned, treatment outcomes are affected by the amount and quality of information that patients are able to receive, so systems

must be established that make it possible for anyone to obtain early on a certain amount of high quality information.

For NCDs including diabetes, preventive measures are effective. It is therefore necessary for multi-stakeholders to improve
systems that strengthen prevention efforts and that encourage individual behavior changes.

@ Investing in the prevention of NCDs including diabetes is predicted to suppress the risks and costs of complications. In Japan however, under the
current national system for reimbursement of medical fees, prevention efforts are not covered, so it is difficult for incentives aimed at the
prevention efforts of health providers to work. In considering incentive models, both healthcare providers and insurers need to appeal to the
importance of prevention.

@ While the government’s role is important with regards to prevention efforts, participation is necessary from ministries and agencies beyond the
field of healthcare. Strategies should be formulated across government ministries, such as fostering diabetes awareness and regular exercise
habits from a young age within the field of education, promoting healthy eating habits within the field of agriculture, and promoting innovations
such as new devices that facilitate self-management within the field of economics.

@ Efforts aimed at workplace wellness are now actively underway in Japan, but in countries that face long working hours such as Japan, it is
particularly difficult for the working generations to develop regular exercise habits. To establish healthy lifestyle habits, work environments should

also be re-examined.
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M There is a need to advance patient-centered, community-based diabetes policies.

Diabetes treatment is strongly related to the lifestyles and surrounding environments of patients, so community-based
approaches are required. To that end, the role of primary care physicians is important as well as an understanding of
regional governments and the formulation of local systems.

@ Since providing advice on the lifestyles of patients is also important in diabetes treatment, close communication is a necessity. Training is needed
for primary care physicians who assume such roles, and regional governments and regional medical associations must actively be given focused
support.

@ There are cases in which healthcare companies are cooperating with municipal governments, conducting activities such as analyzing local
diabetes patient data. From awareness-raising activities to the prevention of disease progression, there are limits to the efforts made
independently by municipal governments. In cooperation with industry and academia, initiatives based on regional characteristics such as the

healthcare delivery system and urban design should be promoted.

To promote community-based approaches, effective, integrated responses from healthcare providers and their surrounding
stakeholders are necessary, rather than fragmented responses from individual stakeholders.

@ In the future, along with the rapid aging of the population, it is predicted that the number of patients living with not just diabetes but multiple,
comorbid conditions will rapidly increase. Personalized medicine should be promoted for patients through the integrated cooperation of
healthcare providers.

@ In addition to treating diabetes, it is also important to create environments that make it possible for patients to live well with their condition.
Many successful examples from abroad point to the fact that for tackling NCDs such as diabetes, global, multi-stakeholder cooperation should be
advanced.

@ The world is watching with regard to what type of innovative responses will work in Japan's super-aging society amidst rapid increases in NCDs

such as diabetes. Best practices from Japan should be promoted and disseminated abroad to contribute to healthy aging around the world.
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About Health and Global Policy Institute (HGPI)

Health and Global Policy Institute (HGPI) is a Tokyo-based independent and non-profit health policy think tank, established in
2004. Since establishment, HGPI has been working to help citizens shape health policies by generating policy options, and to
bring stakeholders together as a non-partisan think-tank. The mission is to improve the civic mind and individuals’ well-being
and to foster a sustainable healthy community by shaping ideas and values, reaching out to global needs, and by catalyzing
society for impact. We commit to activities that bring together relevant players in different fields, in order to provide innovative
and practical solutions, and to help interested citizens understand choices and benefits in a global, broader, and long-term
perspective.
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